In Case I breast and bottle feeding were exhausting. Nutrition was maintained, but no more by pipette feeding. When alternate feeds were given by cesophageal tube the infant gained weight; the tube was used until the baby was 9 weeks old. Dr. P. Evans showed a colour film made by Dr. Brian Stanford of the normal relatiQnship of sucking and breathing in a healthy baby, and followed it with one of Case I, made by Mr. Eric Gwynne-Evans.
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Mr. E. Gwynne-Evans: The movements of an infant are not so haphazard or aimless as might be supposed. By studying the movements of foetal sheep that had been isolated in a warm saline bath (Barcroft) and the movements of non-viable as well as viable foetuses in man (Gesell) it has been shown that they are the forerunners of movements necessary to preserve existence after birth. In fact, the viability of a prematurely born infant is dependent upon these movements being sufficiently well developed to support life independently of the maternal circulation.
The movements of muscles in breathing and feeding appear early and are deeply ingrained in the make-up of the newborn infant. They are more or less stereotyped in form; Gesell describes them as "survival patterns" and they are universal to all. This film demonstrates three main features of the newly born infant's equipment: the firmly established and insistent rhythm of the respiratory musculature; the automatic "patterning" of the oro-facial muscles in sucking and the dependence of the infant on a free nasal airway.
In both the acts of sucking and nasal breathing, soft tissue profile radiographs have shown that the posterior part of the tongue and the soft palate are closely applied to one another. This "patterning" of the palato-lingual musculature shuts off the oral cavity from the nasopharyngeal airway, and is so deeply ingrained within an infant's make-up that in this infant with congenitally obstructed posterior nares, prodigious efforts are made by the respiratory musculature to overcome the obstruction.
Consequently, when the infant is at rest, the ratio between efforts to breathe through the nasal passages and the mouth, is about eight to one, and the cyclical attacks of partial asphyxia which occur are relieved mostly by crying. During the act of sucking, the inspiratory efforts result in gross indrawing of the epigastrium, intercostal spaces, supraclavicular triangles and the submandibular tissues, until eventually a stage of asphyxia is reached and is relieved by oral breathing.
In this particular case, the indrawing of the intercostal spaces suggested an obstruction of the airway, but as Dr. Evans pointed out, it was the indrawing of the submandibular tissues that indicated the site of the obstruction to be above the larynx.
With regard to the future, when sucking is no longer the predominant method of feeding, it will be easier for the tongue to fall away from the palate; the lips will tend to remain apart, and mouthbreathing proper will supervene. It has been noticed, however, that in these special circumstances the ability to mouth-breathe has been acquired at an earlier date, i.e. before the time when sucking is replaced by spoon feeding.
Mr. L. F. W. Salmon: The treatment of cases of bilateral congenital choanal atresia presents many difficulties. The rather less rare cases of unilateral atresia, although calling for attention later in life, are not the same grave problem and, of course, are usually not seen by the paediatrician.
Dr. Evans has drawn a graphic picture of the precarious nature of the first months of life in the bilateral cases. That these manage to survive, however, even in the absence of the correct diagnosis, is borne out by recently published figures (Durward, Lord and Polsen, 1945) . Of 46 established cases, 11 were first referred for a surgical opinion between the ages of 21 and 45, and 17 between 11 and 20.
Dr. Evans has discussed the nursing and management of these cases. The arguments against postponing operation revolve round the risks the infant must then face, e.g. asphyxia, inanition. sinus infection and its complications, pulmonary infections or atelectasis.
The arguments against early operation are: (1) The danger of surgical procedures in the first days of life. cords from the first three fatal cases of tuberculous meningitis treated with streptomycin at this Centre (Guy's Hospital) were exhibited as gross anatomical specimens. The patients were all young children between 2 years 6 months and 2 years 10 months, who had been admitted for treatment. All had received streptomycin for at least eight weeks before death. Autopsy showed primary tuberculous complex of right lung; a few inactive miliary lesions in spleen and liver. Marked yellow basal exudate particularly in interpeduncular fossa; severe symmetrical hydrocephalus with a few small tutercies in choroid plexus. CASE III.-G. T., male, aged 2k years. Admitted June 8, 1947, with short history of facial weakness, spasticity of legs and marked nystagmus; diagnosis confirmed. Intramuscular and intrathecal streptomycin given for eight weeks. Stopped because of very poor condition.
Remained in coma and died January 18, 1948. Autopsy showed primary tuberculous complex of right lung; no miliary lesions in body. Thick basal exudate and very severe hydrocephalus.
These cases were demonstrated to show what we considered at that time to be important changes that develop after prolonged but unsuccessful treatment. The findings have been fully supported in the recent report on tuberculous meningitis treated with streptomycin (Report of Tuberculosis Trials Committee of the Medical Research Council, Lancet, 1948, i, 582) .
The base of each brain was covered by a thick, yellowish and gelatinous exudate, most marked in the interpeduncular fossa. t Ziehl-Neelsen films prepared from these basal exudates contained very large numbers of acid-fast bacilli morphologically resembling typical tubercle bacilli. Cultures from the material confirmed them to be tubercle bacilli of human type and all sensitive to streptomycin (0-25 to 0-5 mg. streptomycin per ml.), identical in sensitivity to the cultures obtained before treatment with streptomycin. Despite the very large number of tubercle bacilli present in the basal exudate at autopsy, the C.S.F. during life had shown a progressive falling off in numbers of organisms seen in direct film and subsequent culture, 2 cases having a sterile C.S.F. during the last two and four months of life respectively. * The brains had been cut coronally to display the lateral ventricles. All 3 showed a symmetrical hydrocephalus of considerable degree, in Case III the cortex measured only 0 5 to 0 75 cm. in thickness, with flattening of the convolutionsr and narrowing of the sulci. One of the cases was fully investigated during life (Case II) and found to have a hydrocephalus of the communicating type. The choroid plexuses of the lateral ventricles contained several small tubercles and in Case III a tuberculoma measuring 1 cm. in diameter.
Case I showed three foci of gross nodular thickening of the dura opposite the lumbar intervertebral spaces, which on section proved to a be non-tuberculous, probably traumatic, granuloma associated with the very large number of lumbar punctures made.
